We read with great interest the recent article reported by Manerikar and Hariharan 1 comparing the abilities of Acute Physiology and Chronic Health Evaluation (APACHE) IV score and Mortality Prediction Model (MPM) II scores to predict mortality in adult intensive care patients. In their research, the authors finally concluded that APACHE IV score has better performance than MPM II scores in mortality prediction in intensive care unit (ICU) patients by using receiver operating characteristic (ROC) curves and the area under the ROC curves. We appreciate the hard work of the authors in the study. Nevertheless, we believe that a few concerns should be stated from a statistical point of view for this study.
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When it comes to assessing the abilities of 2 scores to predict prognosis, the authors should first assess and adjust the effect of other indicators that may also affect the prognosis, that is, potential confounders. As far as we know, other factors studied in previous researches, such as intensivist staffing patterns, type of ICU, circulating mitochondrial DNA level, vitamin D deficiency, sarcopenia, frailty, ICU-acquired weakness and hypernatremia, and so on, 2-8 may have a probable impact on mortality in ICU patients, too. So the results of the performance of the scores may not be convincing if these confounding factors are not being adjusted. Besides, the baseline information and other factors of ICU patient population in this and other studies may not be matched. If these factors are strongly related to mortality, the conclusions of this article may not be used in other population with different characteristics optionally. Therefore, it would be more relevant if the authors added a logistic regression model to assess and adjust the effects of potential confounders on the abilities of scores to predict mortality before evaluating these scores.
Moreover, the relatively small sample size is another minor limitation in this study. Hence, the findings of the study may not be generalizable to a broader community based on this study alone.
We believe that the conclusions of Manerikar and Hariharan provide meaningful information. Additional well-designed researches with accurate statistic methods and larger sample sizes are warranted to provide more robust evidence.
